






















































































of	 16.7%,	 corresponding	 to	 the	 third	 highest	 rate	 in	
Europe	(Almeida	et	al.,	2013).	The	literature	has	con-




cide	 (Richards,	 2011).	 The	 direct	 and	 indirect	
repercussions	of	depression	have	prompted	different	





a	 large	 number	 of	 people	 seek	 help	 in	 the	 primary	
health	care	contexts,	the	difficulties	of	a	rigorous	and	
timely	 evaluation	 by	 professionals	 constitute	 an	 im-
portant	 obstacle	 to	 the	 treatment	 of	 this	 mental	
disorder	(Martin,	Rief,	Klaiberg,	&	Braehler,	2006).	In	
this	sense,	the	mobilization	of	strategies	to	speed	up	












criteria	 of	 the	 Diagnostic	 and	 Statistical	 Manual	 of	






ment	 revealed	good	 internal	 consistency	 (a	 =	 .86	 to	
.89),	test-retest	validity	(r	=	.84),	and	convergent	valid-
ity	 with	 the	 MOS	 Short-form	 General	 Health	
Questionnaire	 (Stewart,	 Hays,	 &	 Ware,	 1988).	 The	
same	 study	 (Kroenke	et	 al,	 2001)	 found	evidence	 to	
support	the	following	criteria	for	evaluating	the	sever-
ity	 of	 depression-related	 symptomatology:	 1	 to	 4,	
"minimal";	5	to	9,	"slight";	10	to	14,	"moderated";	15-
19,	"moderately	severe";	20	to	27,	"severe."	A	score	of	
10	 presented	 high	 sensitivity	 and	 specificity	 in	 that	
study	and	was	indicated	as	the	cut-off	point	for	major	
depression.	 After	 that	 initial	 study,	 the	 PHQ-9	 has	
been	the	target	of	several	validations	in	different	pop-




ico:	Arrieta	et	al.,	2017).	The	 results	obtained	 in	 the	
different	 studies	 show	 that	 this	 questionnaire	 has	
good	 psychometric	 qualities,	 which	makes	 it	 a	 valid	
measure	 to	 evaluate	 symptoms	 of	 depression	
(Kroenke	 et	 al.,	 2001).	 In	 fact,	 good	 internal	 con-















Beck,	 Steer,	 &	 Brown,	 1996)	 and	 with	 the	 Hospital	
Anxiety	 and	 Depression	 Scale	 (HADS;	 Zigmond	 &	
Snaith,	 1983).	 In	 another	 study	 conducted	 with	 63	
women	 suffering	 from	 breast	 cancer	 (Torres,	 Mon-
teiro,	Pereira,	&	Albuquerque,	2016),	the	PHQ-9	also	
showed	good	internal	consistency	(a	=	.86),	test-retest	
validity	 (ICC	 =	 .87),	 and	 a	 convergent	 validity	 with	










1983)	 and	 EORTC	 QLQ-C30	 (Aaronson	 et	 al.,	 1993;	
Pais-Ribeiro,	Pinto,	&	Santos,	2008).	
	
Previous	 research	 has	 found	 inconsistent	 results	 re-




tributions	 of	 items	 by	 factors	 (Chilcot	 et	 al.,	 2013).	
Elhai	et	al.	(2012)	carried	out	a	study	that	confirmed	a	
1-factorial	structure	and	three	structures	constituted	
by	 2	 different	 factors.	 In	 that	 study,	 the	 2-factors	
structures	 were	 more	 adjusted	 than	 the	 one-factor	
structure,	and	the	one	that	separated	somatic	factors	
(sleep,	fatigue,	appetite	and	concentration	problems,	
agitation/retardation)	 from	non-somatic	 factors	 (an-
hedonia,	 depressed	 mood,	 self-devaluation,	 suicide	
ideation)	proved	to	be	the	most	appropriate	solution.	
However,	 an	 important	 limitation	 in	 some	 of	 these	
previous	exploratory	studies	has	been	the	use	of	less	
appropriate	 methodologies	 based,	 for	 example,	 on	
principal	components	analysis	(Cameron	et	al.,	2008).	
In	addition,	studies	based	on	confirmatory	factor	anal-
ysis	 have	 sought	 to	 identify	 the	 most	 accurate	
exploratory	factorial	solution	and	confirm	its	replica-










tional	 studies,	 there	 is	 the	 fact	 that	 the	 factorial	
structure	and	the	criteria	for	delimiting	degrees	of	se-
verity	of	depression-related	symptomatology	remain	
unknown	 for	 the	 Portuguese	 version	 of	 the	 PHQ-9.	
This	article	reports	two	studies	that	explored	the	va-
lidity	 of	 the	 factorial	 structure	 as	 well	 as	 the	
psychometric	characteristics	of	the	PHQ-9	in	two	dif-














A	 sample	 of	 153	 adults	 (Mage=46.10,	 DPage=16.79,	




icide	 prevention	 in	 primary	 care”,	 financed	 by	 the	
European	Economic	Area	Grants	(PT06)	asked	review"	









sponse	 to	at	 least	one	of	 the	 three	questions	of	 the	
initial	 screening;	 (c)	 diagnosed	 with	 depression.	 In	
terms	 of	 education,	 65	 (43.05%)	 of	 the	 153	 partici-
pants	completed	primary	education,	35	(35.76%)	had	
secondary	education	and	32	 (21.19%)	had	university	
education.	 Regarding	 occupation,	 53	 participants	
(34.67%)	were	employed,	39	(26%)	were	unemployed,	



















of	 social	 and	occupational	 adjustment	on	 a	 9-points	
Likert	 type	 scale	 (from	0	 “Not	at	all”,	 to	8	 “Very	 se-
verely”).	 In	 the	 original	 study,	 WSAS	 revealed	 good	
internal	 consistency	under	 various	 conditions	of	 use	
(a	=	.79	to	.94),	as	well	as	a	good	test-retest	correla-
tion	 (r	 =	 .73).	 In	 our	 study,	 the	 WSAS	 revealed	





ACeS	 Porto	 Ocidental	 with	 the	 collaboration	 of	 18	
health	 professionals	 (physicians	 and	 nurses).	 These	
health	professionals	were	instructed	to	implement	in	
their	 regular	 appointments	 a	 short	 screening	 proce-
dure	for	all	their	patients	between	the	ages	of	18	and	
75.	 This	 screening	 procedure	 aimed	 to	 evaluate	 the	
presence	of	depressed	mood,	anhedonia	and	suicidal	
ideation	 using	 three	 questions:	 (1)	 "During	 the	 last	
month	did	you	feel,	for	the	most	part	of	the	time,	par-






that	 it	 would	 be	 better	 if	 you	 were	 not	 alive?"	 This	
screening	procedure	was	 implemented	with	771	pa-
tients.	 The	 PHQ-9,	 WSAS	 and/or	 a	 semi-structured	
interview,	 to	 respectively	 assess	 the	 severity	 of	 de-


















Data	 analysis	 follows	 an	 exploratory	 and	 semi-con-
firmatory	 orientation	 through	 robust	 methods	 to	
accommodate	possible	limitations	resulting	from	sam-
ple	 size.	 The	 univariate	 and	 multivariate	 normality	
analyses	 were	 performed,	 respectively,	 through	 the	
symmetry	 and	 kurtosis	 evaluation	 with	 the	 psych	
package	 and	 the	MVN	package	 for	 R	 (R	 Core	 Team,	
2017).	 In	 this	 study,	 there	 were	 slight	 deviations	 of	














between	 the	 vertices	 represent	 their	 associations.	A	




trolling	 for	 type	 I	 errors.	 Finally,	 the	 Fruchterman-
Reingold	algorithm	(1991)	was	used	to	graphically	rep-
resent	 the	 network	 of	 associations	 between	 items.	
Once	 the	 network	 of	 the	 associations	 between	 the	
items	was	estimated,	it	was	then	explored	in	order	to	
identify	 subgroups	 of	 items	 that	 are	 most	 closely	
linked.	 These	 subgroups,	 called	 communities	 (Fortu-
nato,	 2010),	 correspond	 to	 factors	 in	 traditional	
exploratory	 factor	 analysis	 and	 were	 identified	
through	the	walktrap	algorithm	(Pons	&	Latapy,	2005).	
Vertices	 with	 similar	 structural	 characteristics	 were	












The	 EGA	 (Golino	 &	 Epskamp,	 2017)	 and	 bootnet	
(Epskamp,	Borsboom,	&	 Fried,	 2018)	packages	 for	R	
were	respectively	used	for	the	exploratory	analysis	of	
the	PHQ-9	network	and	to	assess	their	validity	and	sta-
bility	 in	 this	 analysis.	 Once	 the	 communities	 were	
identified,	a	semi-confirmatory	factorial	analysis	was	
performed.	 A	 rotation	matrix	was	 partially	 specified	
based	on	the	information	from	the	exploratory	graph	
analysis.	This	matrix	specified	the	number	of	commu-




evaluated	 through	 the	 determinant	 and	 sphericity	
tests	of	Bartlett	and	Kaiser-Meyer-Olkin	(KMO).	A	ro-
bust	 form	 of	 the	 weighted	 least	 squares	 method	
(Yang-Wallentin,	 Jöreskog,	&	Luo,	2010)	was	applied	
on	the	asymptotic	variance/covariance	matrix,	 in	or-







fied	 solution	 was	 evaluated	 by	 the	 Tucker	 (1951)	
congruence	coefficient	between	the	two	solutions.	
	
The	global	 adjustment	of	 the	 factorial	 structure	was	
evaluated	 through	 indexes	 selected	on	bases	on	 the	





card	&	Wan,	 1996).	 These	 procedures	 for	 the	 semi-
confirmatory	 factorial	 analysis	were	 performed	with	
the	 FACTOR	 software	 (Lorenzo-Seva	 &	 Ferrando,	




efficient	 calculated	 between	 the	 total	 scores	 of	 the	




ticipants	 in	 the	 pre-treatment	 evaluation	 were	
stratified	according	to	points	defined	by	the	previous	
investigation	(Kroenke	et	al.,	2001).	Through	the	JASP	












effects	 were	 observed	 on	 the	 different	 items.	 As	
shown	in	Figure	1.a,	three	communities	were	 identi-
fied	 (Mdn	=	3.0,	SD	=	0.92,	95%CI	BCa	 [2.97,	 3.03]).	
Community	 1	 includes:	 depressed	 mood	 and	 anhe-
donia.	Community	2	includes:	sleep	problems,	fatigue,	
changes	in	appetite,	difficulty	in	concentration	and	re-





sis,	 with	 the	 following	 results:	 low	 to	 moderate	





confirmatory	 factorial	 solution.	Overall,	PHQ-9	 items	
revealed	a	low-to-average	but	adequate	commonality	
(MacCallum,	 Widaman,	 Zhang,	 &	 Hong,	 1999)		
(M	 =	 0.56,	 SD	 =	 0.15,	 Variance	 =	 0.02,		
Min	=	0.25,	Max	=	1.00),	except	for	item	3.	All	 items	
showed	 adequate	 factor	 loadings,	 greater	 than	 .35	
(Costello	&	Osborne,	2005).	After	oblique	procrustean	












rotation	matrix.	 Adjustment	 indices	 for	 the	 factorial	
solution	also	showed	good	adjustment	(Table	4).	The	
PHQ-9	as	well	as	Factor	1	revealed	adequate	internal	
consistency	 (a	 =	 .77,	 99%CI	 BCa	 [.64,	 .85],		
Wcategorical	=	.75,	99%CI	BCa	[.61,	.84]).	Factor	2	(a	=	.62,	







Study	 Item	 M	(99%CI	BCa)	 SD	 %	Min	 %	Max	
Primary	
health	care	
1	 Anhedonia	 1.490	(1.294,	1.693)	 0.981	 15.686	 19.608	
2	 Depressed	mood	 1.601	(1.418,	1.784)	 0.906	 8.497	 20.261	
3	 Sleep	Problems	 1.667	(1.425,	1.908)	 1.170	 2,569	 35.294	
4	 Fatigue	 1.882	(1.667,	2.085)	 1.019	 9.804	 36.601	
5	 Appetite	changes	 1.301	(1.065,	1.530)	 1.107	 30.719	 19.608	
6	 Self-devaluation	 0.941	(0.725,	1.157)	 1.102	 49.020	 14.379	
7	 Difficulty	in	concentration	 1.118	(0.915,	1.350)	 1.038	 35.948	 12.418	
8	 Psychomotor	retardation	or	agitation	 0.850	(0.647,	1.072)	 0.958	 47.059	 7.190	
9	 Suicide	ideation	 0.275	(0.150,	0.425)	 0.681	 81.699	 3.922	
University	
clinic	
1	 Anhedonia	 1.722	(1.463,	1.981)	 1.084	 14.815	 33.333	
2	 Depressed	mood	 1.731	(1.472,	1.972)	 1.073	 14.815	 32.407	
3	 Sleep	Problems	 1.704	(1.445,	1.954)	 1.035	 12.037	 30.556	
4	 Fatigue	 1.694	(1.463,	1.935)	 0.990	 12.037	 25.926	
5	 Appetite	changes	 1.287	(1.028,	1.556)	 1.103	 30.556	 19.444	
6	 Self-devaluation	 1.463	(1.184,	1.741)	 1.106	 24.074	 24.074	
7	 Difficulty	in	concentration	 1.315	(1.065,	1.556)	 1.038	 25.926	 16.667	
8	 Psychomotor	retardation	or	agitation	 1.000	(0.750,	1.250)	 1.050	 42.593	 12.037	








Factor	1	 Factor	2	 Factor	3	 	
Primary	
health	care	
1	 0.803	(0.637,	2.810)	 -0.068	(-2.945,	0.138)	 0.128	(-0.149,	0.565)	 .696	
2	 0.705	(0.544,	1.928)	 0.004	(-2.380,	0.113)	 0.124	(-0.153,	0.362)	 .679	
3	 0.097	(-0.345,	0.546)	 0.350	(-0.264,	0.693)	 0.100	(-0.148,	0.445)	 .246	
4	 0.295	(-1.595,	0.797)	 0.542	(0.054,	1.569)	 -0.252	(-0.698,	-0.062)	 .624	
5	 0.006	(-0.645,	0.638)	 0.357	(-0.149,	2.939)	 -0.049	(-0.297,	0.372)	 .503	
6	 0.014	(-0.249,	0.279)	 0.019	(-0.535,	0.323)	 0.752	(0.546,	1.366)	 .762	
7	 -0.085	(-2.653,	0.167)	 0.727	(0.436,	7.245)	 0.037	(-0.209,	0.331)	 .559	
8	 -0.144	(-1.008,	0.386)	 0.683	(0.372,	2.498)	 0.135	(-0.166,	0.339)	 .666	
9	 0.112	(-0.134,	0.364)	 -0.020	(-0.929,	0.225)	 0.773	(0.471,	1.172)	 .617	
University	
clinic	
1	 -0.013	(-0.656,	0.318)	 0.955	(0.706,	3.373)	 -0.099	(-2.552,	0.429)	 .916	
2	 0.058	(-0.209,	0.316)	 0.906	(0.704,	3.169)	 -0.039	(-3.014,	0.293)	 1.000	
3	 -0.021	(-0.358,	0.628)	 0.118	(-0.252,	0.621)	 0.583	(-0.409,	9.652)	 .510	
4	 0.097	(-0.296,	0.551)	 0.317	(-0.235,	0.812)	 0.434	(-0.452,	6.558)	 .678	
5	 0.720	(0.296,	1.161)	 -0.276	(-2.370,	0.101)	 0.333	(-0.154,	1.449)	 .617	
6	 -0.109	(-0.948,	0.162)	 0.738	(-0.170,	1.474)	 0.254	(-0.431,	1.751)	 .700	
7	 0.603	(0.356,	1.821)	 0.294	(-0.068,	0.689)	 -0.159	(-1.684,	0.158)	 .667	
8	 0.853	(0.423,	2.325)	 -0.079	(-1.580,	0.281)	 -0.083	(-2.526,	0.297)	 .665	























































99%CI	 BCa	 [-3.37,	 2.31],	 p	 =	 .62)	 and	 occupation		
(F(4,	145)	=	1.31,	p	=	 .27,	hp2	=	 .04).	There	was	also	no	
association	with	age	 (r	=	 -.09,	99%CI	BCa	 [-.29,	 .12],		
p	=	.27)	nor	with	schooling	(r	=	-.02,	p	=	.81).	
	


















association	 (r	=	 .67,	99%CI	 BCa	 [.54,	 .77],	p	<	 .001).	
There	was	a	significant	effect	of	the	severity	of	depres-
sion-related	 symptomatology	 on	 the	 impairment	 of	
social	 and	 professional	 adjustment	 (F(4,148)	 =	 27.97,		
p	<	.001,	hp2	=	.43).	Bonferroni's	post-hoc	test	revealed	
significant	differences	between	participants	with	sub-
clinical	 symptomatology	 and:	 (a)	 moderate	
symptomatology	 (Mdif	 =	 -11.86,	 99%CI	 BCa		
[-17.25,	-5.24],	p	<	.001),	(b)	moderately	severe	symp-
tomatology	(Mdif	=	-20.38,	99%CI	BCa	[-25.19,	-13.40],	
p	 <	 .001),	 and	 (c)	 severe	 symptomatology		
(Mdif	=	 -26.17,	99%CI	BCa	 [-32.29,	 -18.48],	p	<	 .001).	
There	were	 also	 significant	 differences	 between	 the	
participants	 with	mild	 symptoms	 and:	 (a)	 moderate	
symptomatology	 (Mdif	 =	 -5.70,	 99%CI	 BCa		
[-10.25,	-1.03],	p	<	.001),	(b)	with	moderately	severe	
symptomatology	 (Mdif	 =	 -14.22,	 99%CI	 BCa		
[-18.87,	-8.87],	p	<	.001),	and	(c)	with	severe	sympto-
matology	 (Mdif	=	 -20.01,	99%CI	 BCa	 [-25.85,	 -13.77],		
p	 <	 .001).	 Finally,	 significant	 differences	 were	 ob-
served	 between	 participants	 with	 moderate	
symptomatology	and:	(a)	moderately	severe	sympto-
matology	 (Mdif	 =	 -8.52,	 99%CI	 BCa	 [-13.83,	 -2.90],		






















versity	 education,	 34	 (32.08%)	 secondary	education,	
	5	(4.72%)	basic	education	and	2	(1.89%)	primary	edu-
cation.	Concerning	their	occupation,	49	(46.23%)	were	










consists	 of	 21	 items	 that	 evaluate	 the	 severity	 of	
symptomatology	 of	 depression	 on	 a	 4-point	 Likert	
type	 scale	 (0	 to	 3).	 The	BDI-II	 showed	 good	 internal	
consistency	in	previous	research	(a	=	.83	to	.96;	Wang	
&	Gorenstein,	2013)	and	also	 in	 the	Portuguese	ver-









STAI	 (Spielberger,	 1983;	 Silva,	 2003)	 consists	 of	 40	
items	that	evaluate	the	severity	of	symptomatology	of	
depression	 on	 a	 4-point	 scale	 (1	 to	 4).	 STAI	 showed	
good	 internal	 consistency	 in	 previous	 research		
(a	=	.86	to	.95,	Spielberger,	1983)	and	also	in	the	Por-
tuguese	 version	 (a	 =	 .89	 to	 .93,	 Silva,	 2003).	 In	 this	
study	(M	=	111.65,	SD	=	22.10),	STAI	also	showed	good	








prior	 to	 initiation	 and	 during	 treatment,	 which	 in-
cludes	evaluation	of	depression	 (through	PHQ-9	and	











this	 study	without	 involving	 the	 intervention	 of	 any	
psychologist.	The	questionnaires	were	made	available	
to	 the	participants	by	 the	administrative	staff	of	 the	
university	clinic	and	were	filled	out	in	an	autonomous	
manner.	All	participants	were	 informed	of	 the	study	




The	 same	analysis	 procedures	described	 for	 Study	1	
were	used	to	investigate	the	factorial	structure	and	to	
implement	the	semi-confirmatory	factorial	analysis	in	







moderate	 if	 between	 .70	 and	 .90,	 and	 elevated	 if	
greater	than	 .90	(Streiner	&	Cairney,	2007).	The	cut-
off	point	was	identified	in	order	to	maximize	sensitiv-
ity	 and	 specificity	 through	 the	 Youden	method	with	
modifications	 proposed	 by	 Perkins	 and	 Schisterman	















munity	 1	 includes:	 changes	 in	 appetite,	 difficulty	 in	
concentration,	 psychomotor	 retardation/agitation,	
and	 suicide	 ideation.	 Community	 2	 includes:	 de-







sis,	 with	 the	 following	 results:	 moderate	 to	 high	





firmatory	 factorial	 solution.	 PHQ-9	 items	 revealed	 a	
low-to-average	but	adequate	commonality	(M	=	0.70,	
SD	 =	 0.16,	 Variance	 =	 0.03,	 Min	 =	 0.51,		
Max	=	1.00).	With	 the	exception	of	 item	4,	all	 items	
presented	saturations	greater	than	.51.	After	oblique	
procrustean	 rotation,	 the	 factors	 explained	 20.76%,	
26.10%	and	8.42%	of	the	variance.	Regarding	the	in-
dex	 of	 congruence	 of	 items	 and	 factors,	 factor	 3	
showed	 a	 congruence	 slightly	 lower	 than	 the	 refer-
ence	value	(Table	3).	The	remaining	factors,	the	global	
solution	and	 the	 items	 revealed	optimal	 congruence	
with	the	pre-specified	rotation	matrix.	The	PHQ-9	ad-
justment	 indices	 for	 the	 factorial	 solution	 in	 this	
sample	also	showed	a	good	adjustment	(Table	4).	The	
PHQ-9	revealed	adequate	internal	consistency,	as	well	
as	 Factor	 1	 (a	 =	 .76,	 99%CI	 BCa	 [.63,	 .85],		
Wcategorical	 =	 .78,	 99%CI	 BCa	 [.63,	 .63])	 and	 Factor	 2		







The	 PHQ-9	 revealed	 a	 high	 association	 with	 BDI-II		
(r	=	.79,	99%CI	BCa	[.67,	.88],	p	<	.001)	and	moderate	
association	 with	 STAI	 (r	 =	 .66,	 99%CI	 BCa		
[.46,	 .78],	p	<	 .001).	ROC	analysis	 revealed	high	AUC	
(.92,	99%CI	[.84,	.99])	(Figure	2.a).	A	cut-off	point	of	9	















99%CI	BCa	 [-3.26,	4.16],	p	=	 .75)	and	 for	occupation	
(F(4,101)	=	1.80,	p	=	.13,	hp2	=	.07).	There	was	also	no	as-




	 	 	 	 	 	 	




















qualities	 of	 the	 Portuguese	 version	 of	 the	 PHQ-9	 in	
two	different	clinical	contexts:	in	primary	health	care	
settings	and	 in	a	university	clinic	 setting.	The	results	
revealed	 that	 the	 PHQ-9	 is	 a	 valid	 measure	 for	 the	






















has	 been	 widely	 documented	 in	 the	 literature;	 so,	
these	results	are	in	line	with	most	studies	carried	out	
with	 different	 populations	 and	 contexts	 (e.g.,	 Mon-
teiro	et	al.,	2013).	On	the	contrary,	the	association	of	
this	scale	with	measures	of	personal,	social	and	pro-
fessional	 adjustment	 is	 not	 always	 found	 in	 the	
literature,	 and	 is	 often	 low	 (McKnight,	 Monfort,	
Kashdan,	Blalock,	&	Calton,	2016).	In	this	study,	how-
ever,	 the	severity	of	depression-related	symptoms	 is	






the	 two	 studies,	 conducted	 in	 different	 clinical	 con-
texts,	were	similar	or	different	from	each	other.	It	was	
observed	 that,	 in	 the	 two	 studies,	 different	 factorial	
structures	were	 found,	 not	 only	when	 compared	di-
rectly	with	each	other,	but	also	when	compared	with	
previous	studies,	as	mentioned	in	the	literature	(Ma-
nea	 et	 al.,	 2012).	 In	 Study	 1,	 three	
communities/factors	 were	 identified:	 (1)	 depressed	
mood	 and	 anhedonia,	 that	 explained	 13.45%	 of	 the	
variance;	 (2)	 self-devaluation	 and	 suicidal	 ideation,	
that	explained	13.62%	of	 the	variance;	and	(3)	sleep	
problems,	appetite	and	difficulty	in	concentration,	fa-
tigue	 and	 psychomotor	 retardation/agitation,	 which	
explained	15.28%	of	the	variance.	Similarly,	in	Study	2,	
three	 communities/factors	were	 identified,	 however	
composed	by	different	items:	(1)	sleep	problems	and	
fatigue,	 that	 explained	 8.42%	 of	 the	 variance;		
(2)	changes	in	appetite	and	difficulty	in	concentration,	
psychomotor	agitation/retardation,	and	suicidal	idea-






considering	 the	 literature.	 Indeed,	 it	 is	 important	 to	
emphasize	that	the	diversity	of	factorial	structures	ob-
served	 in	 this	 article	 is	 consistent	 not	 only	 with	
previous	 research	 on	 the	 questionnaire	 (Elhai	 et	 al.,	
2012),	 but	 also	 with	 that	 observed	 in	 other	 instru-
ments	for	the	evaluation	of	depression	(Shafer,	2006)	
and	with	the	diagnosis	of	depression	 itself	 (Van	Loo,	
De	 Jonge,	 Romeijn,	 Kessler,	 &	 Schoevers,	 2012).	 In	





derlined	 that	 these	 variations	 are	 somewhat	
predictable,	since	the	symptoms	of	depression	differ	
in	their	sensitivity	to	various	risk	factors,	their	impact	
on	 the	 various	 dimensions	 of	 psychological	 adjust-
ment,	 and	 their	 association	 with	 neurological	 and	
genetic	components	(Fried	&	Nesse,	2015).	The	results	
found	in	this	article	seem	to	point	precisely	to	the	in-
fluence	 of	 the	 clinical	 context	 on	 the	 psychometric	
qualities	 of	 the	 scale,	 which	 may	 be	 related	 to	 im-
portant	 differences	 in	 sociodemographic	
characteristics	 and	 risk	 factors	 of	 the	 two	 samples	
used,	with	 relevant	expression	 in	 the	 factorial	 struc-
tures	found.	From	a	psychometric	perspective,	these	
observations	 suggest	 that	 symptoms	 of	 depression	
may	not	be	 temporally	 stable,	nor	equally	 adequate	
indicators	of	depression	(Schmittmann	et	al.,	2013)	in	
different	 clinical	 contexts,	 which	 may	 explain	 the	
changes	in	the	factorial	structure	of	instruments	that	
assess	depression	over	time	(Fried	et	al.,	2016).	From	













like	 previous	 research	 that	 has	 found	 factorial	
structures	with	one	or	two	factors	(Elhai	et	al.,	2012).	
In	 fact,	 the	 PHQ-9	 factorial	 structures	 observed	 in	
Study	1	and	Study	2	differ	from	the	more	adjusted	fac-






compared	 a	 one-factorial	 structure	 and	 three	 struc-
tures	consisting	of	two	factors	 (Elhai	et	al.,	2012).	 In	
that	meta-analysis	 it	 is	 reported	 that	 the	 structures	
constituted	 by	 two	 factors	 showed	 to	 be	 more	 ad-
justed	 than	 the	one-factorial	 structure,	 and	 that	 the	
most	 adequate	was	 the	 one	 that	 separated	 somatic	
factors	from	non-somatic	ones.	In	such	structure,	the	
items	related	to	depressed	mood,	anhedonia,	self-de-
valuation	 and	 suicidal	 ideation	 appear	 in	 the	 same	
(non-somatic)	 factor,	 contrary	 to	 what	 happens	 in	




tor,	 presenting	 a	 good	 internal	 consistency.	 These	
results	 suggest,	 therefore,	 that	 these	 two	 symptom-
related	items	may	constitute	a	valid	and	rapid	meas-
ure	 of	 depression	 screening	 in	 different	 clinical	
contexts,	 being	 extremely	 important	 for	 the	 clinical	
practice	of	different	health	professionals.	These	data	
are	 in	 line	 with	 the	 items	 that	 are	 included	 in	 the		
PHQ-2	(Kroenke,	Spitzer,	&	Williams,	2003),	a	reduced	
version	of	the	PHQ-9.	PHQ-2	has	shown	good	psycho-
metric	 properties	 as	 well	 as	 a	 high	 utility	 in	
professional	contexts	 that	benefit	 from	brief	screen-
ing	 instruments	 (Arroll	 et	 al.,	 2010).	 Thus,	 although	
they	 produce	 distinct	 factorial	 structures,	 the	 two	
studies	 described	 in	 this	 article	 reinforce	 the	 im-
portance	of	using	 these	 two	symptoms	–	anhedonia	
and	 depressed	 mood	 –	 as	 a	 useful	 solution	 for	 the	
screening	and	brief	evaluation	of	depression,	which	is	
fundamental	for	the	recognition	and	detection	of	this	












the	 intervals	 for	 severity	 of	 the	 depression-related	
symptoms	proposed	by	previous	research	(Kroenke	et	
al.,	 2001),	 namely:	 subclinical	 symptomatology,	mild	
symptomatology,	moderate	symptomatology,	moder-
ately	 severe	 symptomatology	 and	 severe	
symptomatology.	 However,	 it	 is	 important	 to	 point	
out	that	these	results	should	be	confirmed	by	future	
studies	 using	 as	 a	 reference	 criterion	 the	 diagnosis	
performed	by	researchers	trained	in	the	application	of	






hough	 these	 studies	 demonstrate	 that	 the	 PHQ-9	
provides	reliable	and	valid	data	for	the	evaluation	of	
depression,	 it	 is	 highly	 pertinent	 that	 health	 profes-







ticle,	 some	 limitations	 should	 be	 considered.	 Given	
the	limited	number	of	participants	in	the	two	reported	
studies,	 it	 is	 important	that	 future	studies	use	 larger	
samples	 in	confirmatory	factual	analyses,	 in	order	to	
confirm	the	factorial	structures	here	observed	and	to	
consolidate	 normative	 information.	 It	 is	 also	 im-
portant	 to	 note	 that	 the	 differences	 in	 the	 data	
collection	procedures	of	the	two	studies	may	have	in-
fluenced	 the	 results	 obtained	 (for	 example,	 the	 fact	
that	 in	one	study	 there	was	a	screening	prior	 to	 the	
PHQ-9	completion,	which	did	not	occur	in	the	other).	
In	addition,	in	Study	1,	false	positives	and/or	excluded	
false	 negatives	may	 have	 been	 included	 because	 of	
the	screening	process,	which	may	have	also	had	an	im-
pact	 on	 the	 results	 obtained.	 Additionally,	 this	
investigation	did	not	evaluate	 the	 test-retest	 fidelity	
of	the	PHQ-9	nor	the	sensitivity	to	the	changes	gener-
ated	 by	 the	 treatments.	 Thus,	 subsequent	 studies	
















assisting	 different	 health	 care	 professionals	 in	 deci-
sion-making	concerning	the	diagnosis	of	depression	in	
different	 contexts,	 and	 promoting,	 ultimately	 the	
timely	treatment	of	cases	of	depression.	In	addition,	it	
contributes	greatly	 to	 the	research,	since	 it	provides	
data	obtained	from	robust	statistical	methods	that	al-
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